Background {#Sec1}
==========

For the better health of newborn, it is essential to start initiation of breastfeeding within 1 hour after birth \[[@CR1], [@CR2]\]. Early initiation, exclusive and continued breastfeeding through 23 months reduce neonatal and child mortality significantly \[[@CR3], [@CR4]\]. An Indian study showed that the women who did not breastfeed their babies within 1 hour after birth had 2.93 times odds of neonatal death compared to women who breastfed within 1 hour after birth \[[@CR5]\]. A study conducted in rural Ghana on the impact of early initiation of breastfeeding (EIBF) on newborn deaths showed that initiation of breastfeeding within the first hour of birth could prevent 22% of neonatal deaths \[[@CR6]\]. Based on the studies in Ghana, India, and Nepal, a systematic review argued that a 44--45% reduction in the relative risk (RR) of neonatal mortality could be achieved if EIBF within 24 h of birth have been confirmed \[[@CR7]\]. Since mother's milk contains many anti-infective factors and cells, high quality protein, carbohydrate, fats, vitamins and minerals \[[@CR3]\], it acts as a protective against infection, diarrhea, pneumonia and birth asphyxia for newborn. It also helps in improving nutritional status, growth and development of infant; in preventing the long-term chronic diseases and in increasing energy and immunity to newborn \[[@CR8]\]. EIBF also helps mother to produce breast milk and to reduce postpartum blood loss by releasing oxytocin.

It is recommended by WHO and other child health organizations that an infant should be breastfed within 1 hour after birth and it is considered as the base of healthy development of child as well as the foundation of development of a country \[[@CR2], [@CR3], [@CR9]\]. Currently, only 45 and 42% of newborns worldwide and in South Asia, respectively are put to breast within 1 hour after birth \[[@CR10]\]. Though an increasing pattern was observed in EIBF in Bangladesh, only about half of mothers (51%) breastfed within 1 hour in 2014; while these rates are 47, 41 and 24% in 2011, 2007 and 2004, respectively \[[@CR11]--[@CR14]\].

The one of the major aim of sustainable development goal 3 (SDG 3) is to reduce the neonatal mortality to below 12 per 1000 live births and under-5 mortality to below 25 per 1000 live births. But Bangladesh is still far away of achieving these targets as these rates are 23 and 38 per 1000 live births, respectively in 2015 \[[@CR15]\]. It is well established that neonatal and child mortality can be reduced to some extent by initiating breastfeeding within 1 hour of birth of child. In a study conducted in Bangladesh, it is found that the gap in putting baby to the breast within first hour after birth was 76% \[[@CR16]\] and the present gap in Bangladesh is still high, which is 49% \[[@CR14]\].

In developing countries, it has been observed that female child was less likely to be breastfed, suggesting an impact of son preference on breastfeeding \[[@CR17], [@CR18]\]. This might happen because of socio-economic conditions of the society, religious and cultural beliefs, low literacy rate, male's dominance as the earning head of the household, old-age support expecting only from son, demand of dowry, etc. \[[@CR19]--[@CR22]\]. Consequence of son preference has also been observed on contraceptive use, abortion, fertility, child mortality \[[@CR23], [@CR24]\]. The gender related differences for exclusive breastfeeding, complementary feeding practice and child care have also been addressed in some studies conducted in Bangladesh \[[@CR25], [@CR26]\]. This gender discrimination is harmful and includes unethical practices such as female infanticide and prenatal sex selection (selective abortion).

The aim of sustainable development goal 5 (SDG 5) is to eliminate all forms of discrimination against women and girls. One of the objectives of this study is to examine the gender discrimination regarding EIBF in Bangladesh by exploring how this practice changes between male and female newborns across different Bangladesh Demographic and Survey (BDHS) years, 2004--2014.

Several studies conducted in developing countries have identified a number of socio-economic and demographic factors associated with EIBF such as place of residence \[[@CR27]\], education of parents \[[@CR8], [@CR27]--[@CR34]\], birth order \[[@CR8], [@CR27], [@CR35]--[@CR39]\], place of delivery \[[@CR8]\], mode of delivery \[[@CR8], [@CR28], [@CR29], [@CR34], [@CR39]--[@CR58]\], size of baby \[[@CR8]\], use of antenatal care \[[@CR8], [@CR28], [@CR42], [@CR44], [@CR53], [@CR59]--[@CR62]\], working status of mothers \[[@CR43]\], wealth index \[[@CR30], [@CR39], [@CR49], [@CR63], [@CR64]\], exposure to media \[[@CR65]\] and ecological region \[[@CR8]\]. A study on rural area of Bangladesh also revealed that the mothers who got assistance from the trained traditional birth attendant or community volunteers during their pregnancy had higher rate of EIBF compared to their counterparts \[[@CR66]\].

This study also aims to determine the rates of EIBF by different background characteristics and to identify potential factors influencing EIBF so that decision makers can take proper steps to increase the rate.

Methodology {#Sec2}
===========

Data and variables {#Sec3}
------------------

This study used the data from the last four consecutive Bangladesh Demographic and Health Surveys (BDHS) of 2004, 2007, 2011 and 2014, which were nationally representative studies in Bangladesh \[[@CR11]--[@CR14]\]. These surveys used two stage cluster random sampling based on the enumeration areas and households samples. In the first stage, enumeration areas were selected and households were selected from each enumeration areas in the second stage. Details of enumeration areas, sampling design, sampling frame, list of questionnaires were reported in publicly available reports of the mentioned BDHS surveys. The information of the mother and last child born within the last 5 years preceding the surveys of 2004, 2007 and 2011, and within the last 3 years preceding the survey of 2014 were included in the study. The original dataset had information on 11,440, 10,996, 17,842 and 17,863 mothers from the BDHS surveys of 2004, 2007, 2011 and 2014, respectively; we, however, have selected 5145, 4765, 7099 and 4370 mothers from the respective BDHS surveys. Therefore, all together the study represents a total of 21,379 mother-child pairs after combining the data sets of four consecutive BDHS surveys from 2004 to 2014.

Since the objective of this study is to investigate EIBF practices and their determinants, response variable EIBF was defined following WHO guidelines \[[@CR9]\]. When a child was put to breast within 1 hour of birth, it was considered that he/she initiated early breastfeeding. In the original data set, responses were recorded in number of hours or days. The response variable has been categorized into two categories: initiation of breastfeeding within the 1 hour of birth (early initiation) and after 1 hour of birth (late initiation). Along with covariates identified in previous studies, some other covariates were also included in the present study.

Age of mother at birth was grouped into three categories: aged below 20, aged between 20 and 30 years, and aged above 30 years. Education of parents was considered as a covariate with three categories: both are uneducated, father/mother is educated and both are educated. Wanted index child was categorized as yes and no. Numbers of antenatal care (ANC) visits have been categorized into no ANC visits and at least one ANC visits during pregnancy. Place of delivery was categorized as at health facility and at home. The wealth index variable, calculated by principal component analysis of available assets during survey, was categorized into three categories: poor (1st and 2nd quintiles), average (3rd quintile), and rich (4th and 5th quintiles).

Before 2010, Bangladesh had six divisions, namely: Barisal, Chittagong, Dhaka, Khulna, Rajshahi and Sylhet. In 2010, Rajshahi division was divided into two divisions as Rajshahi and Rangpur, and hence Bangladesh currently has seven divisions. Since Rangpur division was a part of Rajshahi division, in the data extracted from BDHS 2011 and 2014, Rangpur was merged into Rajshahi division for computational simplicity. This covariate was considered to examine the regional influence on the response variable. Area of residence of mothers has two categories: rural and urban. The gender of newborn (male, female), birth order of index child (first, second or third, fourth or more), place of delivery (at home, at health facility), and mode of delivery (caesarean, normal) were considered in this study. The exposure to media was assessed based on three indicators: listening radio, watching television and reading newspaper and magazines. It was categorized into two categories: whether the respondent was exposed to any of the above media or not.

Statistical analysis {#Sec4}
--------------------

In this study, data analysis was carried out using STATA statistical package (version 14). The distribution of EIBF by the different BDHS surveys and by different background characteristics of mother and child were reported as percentages. For bivariate and multiple regression analysis, the pooled data set of four consecutive BDHS surveys from 2004 to 2014 has been used. Bivariate analysis was conducted by cross tabulating EIBF by each of the considered covariates to examine the association with Chi-square test. To find the adjusted effects of covariates, binary logistic regression model was used as the dependent variable, EIBF, was binary. Covariates found to have significant association at the bivariate analysis were taken into the regression model. Note that based on previous studies and importance, a few covariates were included in the regression analysis, though they had no significant association at bivariate analysis. Adjusted odds ratios (AOR) with their 95% confidence interval (CIs) were reported in the study along with *p*-values.

Results {#Sec5}
=======

Univariate analysis {#Sec6}
-------------------

There were a total of 21,379 mother-child pairs from the pooled data of four consecutive demographic and health surveys. Table [1](#Tab1){ref-type="table"} shows the percentage distributions of some background characteristics of women for previous four consecutive BDHS surveys as well as for the combined sample. The percentages of EIBF within 1 hour of birth were 25.07, 42.67, 47.02 and 51.24% in 2004, 2007, 2011 and 2014, respectively. EIBF thus increased over the time in Bangladesh. About 42% of mothers initiated breastfeeding to their newborn babies within 1 h of birth in the combined sample. Most of the women were in age group 20--30 years and the ratio of women from rural to urban were close among different BDHS surveys, 2004--2014. In particular, at any survey, approximately one-third of the women were from urban area. It was observed that literacy rate of parents increased as time passed, with those with no education decreasing from about half to about 1/3. The distribution of birth order revealed the fact that a greater control in reducing family size in recent years was achieved. It was found that percentage of mothers with four or more births reduced from 27.93% (2004) to 13.75% (2014) i.e., almost 50% reduction was observed in higher birth order. The sex ratio of newborns remained close to 50% over the period of time. More than three-fourth of overall mothers (86.34%) wanted the index child indicating that the missed opportunity of contraceptive use has decreased. Though the percentage of mothers delivering in health facilities increased, still more than 50% of mothers deliver at home. The percentage of mothers who gave birth by caesarean section rapidly increased from 4.94% in 2004 to 24.31% in 2014. A positive trend was observed in antenatal care seeking behavior of mothers in Bangladesh. More than 60% of women had exposure to at least one of the media. Table 1Distributions for several background characteristics of mothers and childrenBackground CharacteristicsBDHS Surveys2004 (*N = 5145)*\
%2007 *(N = 4765)*\
%2011 *(N = 7099)*\
%2014 *(N = 4370)*\
%Pooled *(N = 21,379)*\
%**Initiation of Breastfeeding** Early initiation (within 1 h)25.0742.6747.0251.2441.63 Late initiation74.9357.3352.9848.7658.37**Maternal Age at Birth\<** 2027.1125.6925.8228.0526.56 20--3057.0157.9260.5459.6358.92 30+15.8816.3913.6412.3114.52**Gender of Newborn** Male50.8651.0451.7051.6051.33 Female49.1448.9648.3048.4048.67**Area of Residence** Urban31.3935.6631.4032.3132.60 Rural68.6164.3468.6067.6967.40**Parent's Education** Both uneducated53.1346.2838.7933.0842.74 Father/Mother educated22.2123.4225.9226.9924.69 Both educated24.6630.3035.2939.9332.57**Birth Order** First28.2431.2934.0240.7333.39 Second/Third43.8344.2247.3645.5145.33 Forth/Higher27.9324.4918.6213.7521.17**Wanted Index Child** No15.2615.4213.4910.1213.66 Yes84.7484.5886.5189.8886.34**Place of Delivery** Health Facility34.7941.2828.7140.0735.30 Home65.2158.7271.2959.9364.70**Mode of Delivery** Normal95.0690.2684.0475.6986.37 Caesarean4.949.7415.9624.3113.63**ANC Visits** No41.7537.5233.2021.1433.76 Yes58.2562.4866.8078.8666.24**Wealth Index** Poor40.3339.0639.9939.6839.80 Average18.3918.4519.1919.2218.84 Rich41.2842.5040.8240.8241.36**Exposure of Media** No30.1536.2234.3937.5834.43 Yes69.8563.7865.6162.4265.67**Division** Barisal11.6413.3911.5512.0112.08 Chittagong20.7419.9419.1319.2719.72 Dhaka21.9421.4116.8117.7119.25 Khulna13.8212.7612.1111.7812.60 Rajshahi20.1916.9626.0924.4922.31 Sylhet11.6615.5514.3114.7414.04

Bivariate analysis {#Sec7}
------------------

To examine the unadjusted association between early initiation of breastfeeding and some background characteristics of mothers, a bivariate analysis was conducted using the pooled data obtained from four consecutive BDHS surveys, 2004--2014. The results obtained from this analysis are reported in Table [2](#Tab2){ref-type="table"}. Survey year, age of mother at birth, area of residence, parent's education, birth order, wanted index child, place of delivery, mode of delivery, wealth index and division were found to have significant association with EIBF. The rate of EIBF within 1 hour of birth became double during a 10-year period. The result also showed that the prevalence of EIBF within 1 hour of birth was higher among mothers who were below 20 years old (42.97%) compared to mothers who were 20--30 (41.71%) or 30+ (38.85%) years old. Educated parents \[either father/mother (44.48%) or both (41.82%)\] had the higher prevalence of EIBF compared to uneducated parents (39.85%). In terms of birth order, the result showed that the rate of EIBF was significantly higher when child was the first birth (41.46%) or the second/third birth (43.26%) than a child with birth order four or more (38.39%). Mothers who wanted index child had higher prevalence of initiating breastfeeding within 1 hour after birth than the mothers who did not want index child. Surprisingly, it was found that prevalence of EIBF was lower for children born at the health facilities (37.26%) than those born at home (44.01%). EIBF was higher in children born normally than with caesarean section (43.81% versus 27.74%). The highest prevalence of EIBF was in Sylhet division (50.35%) and the lowest in Chittagong (36.54%). Table 2The prevalence of EIBF for both male and female newborns over the survey yearsPercentage of EIBFBackground CharacteristicsMaleFemaleOverall*p*-value20042007201120142004200720112014**Survey Time** 200425.07 200742.67\< 0.001 201147.02 201451.24**Gender of Newborn** Male25.5343.6347.7449.5841.970.297 Female24.6041.6646.2552.6741.27**Maternal Age at Birth**  **\<** 2025.9646.9849.3548.5026.0940.9248.3856.6842.97 20--3025.4541.9047.2550.5624.7943.4946.6350.8341.710.001 30+25.0644.5046.9149.8321.3936.0940.4752.5738.85**Area of Residence** Urban25.6240.4846.1745.0323.9142.9143.2149.4239.85\< 0.001 Rural25.4945.5048.4852.1924.9341.0247.6354.2442.49**Parent's Education** Both uneducated22.1943.9948.4451.2821.4942.1147.4256.0039.85 Father/Mother educated27.3144.8349.4954.7524.9141.9149.4256.3744.48\< 0.001 Both educated31.4042.2245.6445.6530.9140.7542.4847.2141.82**Birth Order** First26.1141.4145.4047.9427.1839.1445.7150.0641.46 Second/Third26.6944.5050.4151.2425.7143.1247.6253.7643.26\< 0.001 Forth/Higher23.0544.9145.7850.9620.3842.1943.8957.0938.39**Wanted Index Child** Yes26.9043.4647.5549.5325.6442.4346.6652.8042.14\< 0.001 No17.8444.5649.0452.9718.8637.4343.7951.5738.39**Place of Delivery** Health Facility29.8040.9739.6639.1928.1539.2738.2941.8637.26\< 0.001 Home23.2245.6051.0657.4622.7343.2649.3959.4844.01**Mode of Delivery** Normal25.6245.2551.5456.2824.6543.5950.0359.7143.81\< 0.001 Caesarean22.9529.6428.7631.1322.7422.2725.1429.1627.74**ANC Visits** No21.1144.5347.3654.1720.7740.1648.0354.5039.27\< 0.001 Yes28.7943.0847.9249.7327.2642.6545.3652.1842.83**Wealth Index** Poor21.9944.5048.0253.7918.6242.9747.7955.6241.66 Average24.1345.5152.9750.7125.3841.8947.7155.7443.510.013 Rich29.8842.0845.0045.7829.7340.3144.0648.3140.74**Exposure of Media** No23.3545.5345.5753.6218.3438.6747.1454.3341.700.898 Yes26.5142.5448.8647.7627.2543.3645.7851.7541.61**Division** Barisal21.3847.0648.8552.5523.3943.5548.9652.9942.60 Chittagong22.6634.7346.2841.3219.3833.0542.7951.2036.54 Dhaka21.8941.7743.9850.1220.8143.6339.6546.2837.66\< 0.001 Khulna24.2345.2642.6641.7624.4344.5339.9145.6737.75 Rajshahi29.0045.8250.3653.6130.3339.9551.0856.4045.73 Sylhet37.2450.7552.4758.6632.4551.3253.4661.3050.35

Table [2](#Tab2){ref-type="table"} presents the prevalence of EIBF for both male and female child at each survey years by selected socio-economic and demographic characteristics. It was observed that, in general, the rate of EIBF increased as survey year progressed irrespective of gender of child.

Logistic regression analysis {#Sec8}
----------------------------

All covariates considered in the bivariate analysis were entered into a multiple logistic regression model to determine the adjusted effects on EIBF. The odds ratio (OR) with 95% confidence interval (CI) and *p*-value are reported in Table [3](#Tab3){ref-type="table"}. To examine how this practice changed over time within male and female children, an interaction term between survey time and gender of child was included in the model. Except age of mother at birth, area of residence and place of delivery, all effects were found to have significant association with the EIBF. Table 3Adjusted odds ratio (OR) of early initiation of breastfeeding for different socio-economic and demographic factors obtained from logistic regression modelFactorsOR95% CI for OR**Survey Time**1.48\*\*\*1.43, 1.54**Maternal Age at Birth\<** 201.00 20--300.940.87, 1.02 30+0.940.83, 1.06**Gender of Newborn** Male1.00 Female0.86\*0.74, 0.99**Area of Residence** Rural1.00 Urban0.950.89, 1.01**Parent's Education** Both uneducated1.00 Father/Mother educated1.11\*\*1.03, 1.19 Both educated1.12\*\*\*1.03, 1.22**Birth Order** First1.00 Second/Third1.13\*\*1.05, 1.22 Forth/Higher1.050.93, 1.18**Wanted Index Child** No1.00 Yes1.10\*1.01, 1.21**Place of Delivery** Health Facility1.00 Home0.950.88, 1.02**Mode of Delivery** Normal1.00 Caesarean0.32\*\*\*0.29--0.36**ANC Visits** No1.00 Yes1.14\*\*\*1.06, 1.21**Wealth Index** Poor1.00 Average1.07^+^0.99, 1.16 Rich1.09^+^1.01, 1.18**Exposure of Media** No1.00 Yes1.12\*\*1.05, 1.20**Division** Dhaka1.00 Barisal1.15\*\*1.03, 1.28 Chittagong0.86\*\*0.78, 0.94 Khulna0.960.86, 1.06 Rajshahi1.23\*\*\*1.13, 1.35 Sylhet1.58\*\*\*1.43, 1.75**Survey Time*×*Gender of Newborn**1.050.99, 1.10^+^*p* \< 0.10; \**p* \< 0.05; \*\**p* \< 0.01; \*\*\**p* \< 0.001

For simplicity in interpretation, survey time was considered as quantitative variable and the values were assigned to the variable as 1 for 2004, 2 for 2007, 3 for 2011 and 4 for 2014. The OR corresponding to main effect survey time was 1.48 \[95% CI: (1.43, 1.54); *p*-value\< 0.001\] and so was 0.86 \[95% CI: (0.74, 0.99), *p*-value\< 0.05\] for the gender of child. The OR of interaction of these two covariates was 1.05 \[95% CI: (1.00, 1.10), *p*-value\< 0.10\]. Figures [1](#Fig1){ref-type="fig"} and [2](#Fig2){ref-type="fig"} were plotted using the adjusted odds ratio and 95% confidence intervals for several survey years and gender of newborn. Odds ratio and standard errors to calculate 95% confidence intervals were computed by using delta method \[[@CR67]\]. It was clear from Fig. [1](#Fig1){ref-type="fig"} that OR of EIBF for female child compared to male child increases as time increases. For example, female children were significantly 10% in 2004 and 6% in 2007 less likely to be initiated early than their counterparts; whereas after that both male and female children were treated equally. This implies that gender inequality diminished as time progressed. Figure [2](#Fig2){ref-type="fig"} shows that OR of early initiation significantly increased for each unit increase in time and this increasing rate was higher for female child compared to male child. For one unit of increased in time, the EIBF increased by 60% for male child and by 67% for female child. Fig. 1The ORs of early initiation for female vs. male newborn by survey yearFig. 2The ORs of early initiation for survey time by gender of newborn

If either mother or father were educated, their children was 11% more likely (*p*-value\< 0.01) to be breastfed within 1 hour after birth compared to children whose parents were uneducated; this was 12% higher (*p*-value\< 0.001) when both mother and father were educated. Children born by caesarean section were 68% less likely to be put to the breast within 1 hour after birth compared to children born normally (*p*-value\< 0.001). On the other hand, a significant positive association was observed between early initiation and wealth status; as wealth increased the odds of early initiation increased (*p*-value \< 0.10). In addition, women who were exposed to media had 12% higher odds of early initiation as compared to women who were not exposed in any type of media. The women from Barisal, Rajshahi and Sylhet has significantly higher odds of early initiation and women from Chittagong had lower odds as compared to those from Dhaka division.

Discussion {#Sec9}
==========

This study examined the changing pattern of EIBF among male and female newborns over the years of 2004 to 2014 in Bangladesh and assessed the factors associated with EIBF. It showed that the unadjusted rate of early initiation increases with time and by 2014 was 51.24% compared to 25.07% in 2004, an average increase of 10.44% per year. The WHO recommends that all newborns should be breastfed within 1 hour of birth and they referred to EIBF rates of 0--29%, 30--49%, 50--89% and 90--100% to as poor, fair, good and very good, respectively \[[@CR68]\]. Findings of this study reveal that Bangladesh made a transition to 'good' state in 2014 from 'poor' state in 2004, but still almost a 100% increase in EIBF is required in order to achieve the WHO recommendation.

This study revealed the fact that son preference prevailed regarding the EIBF before 2011 in Bangladesh. This discrimination gradually decreased due to a more rapid increase in EIBF rate among female child, this gender inequality in early initiation has been eliminated. This may have happen because of the substantial increase of child health awareness programs in Bangladesh over the last decade. Therefore, it is essential to identify the socio-economic and demographic factors influencing the increase of early initiation to meet the WHO recommendation. For this purpose, a multiple logistic regression was fitted to the pooled data obtained from four consecutive nationally representative surveys.

Except age of mother at birth, area of residence and place of delivery, all other socio-economic and demographic covariates considered into the regression model, were found to be significantly associated with EIBF. The present study demonstrated that the newborn babies of uneducated parents were less likely to be breastfed within the first hour after birth. Note that several earlier studies \[[@CR8], [@CR27]--[@CR34]\] have also found a similar effect of education; however, only mothers' level of education was considered in those studies, whereas education of both parents was considered in this study. The effect of education may be explained as educated parents have the ability to receive and understand health promotional information easily, and also they can manage the skilled or professional birth assistance or may take decision to go to health facilities during delivery \[[@CR8]\]. Another reason might be that mothers or fathers or both who are formally educated may get essential information regarding proper breastfeeding practices from newspaper, magazine or educational institution \[[@CR27]\].

Birth order of the newborn child also has a significant effect on early breastfeeding. The babies with the second or third order of births were more likely to be breastfed within 1 hour of birth than the first child, but the babies with the order of four or higher birth did not show the significant evidence to be breastfed early compared to the babies with first order of birth. The possible explanation of this finding is that parents are inexperienced about child caring at the time of having their first baby, on the other hand, for higher order children, parents may face scarcity of resources in terms of time, money, and energy \[[@CR35]\]. Similar finding was found in the previous studies of Addis Ababa of Ethiopia \[[@CR36]\], Nepal \[[@CR8]\], Saudi Arabia \[[@CR37]\] and Nigeria \[[@CR38], [@CR39]\]. Again, another study in Amibara district of Northeastern Ethopia revealed that mothers with two or three children were less likely to initiate early breastfeeding than mothers with four or more children \[[@CR27]\].

Wanted index child was another important factor of early breastfeeding. Babies born by willing parents were more likely to initiate breastfeeding early. This may happen because parents are more willing to follow instructions provided by the health professionals for the better of the newborn children.

Significant association of mode of delivery with EIBF was found in this study. The finding revealed that caesarean babies were less likely to be breastfed within 1 hour of birth compared to the normal babies. There may have several possible causes to delay early breastfeeding in caesarean delivery such as effects/complications of anesthesia, maternal tiredness, respiratory distress among babies, the time-lapse between delivery and the repair of surgical incisions, engaged in lifesaving activities to the mother as well as newborn by healthcare professionals causes late initiation of breastfeeding, post caesarean pain etc. \[[@CR28], [@CR44], [@CR49], [@CR52], [@CR69]\]. The negative impact of caesarean delivery on early breastfeeding has also been observed in the several studies \[[@CR8], [@CR28], [@CR29], [@CR34], [@CR39]--[@CR58]\].

Mothers taking antenatal care had higher rates of early breastfeeding. This might be because mothers know the importance of early breastfeeding through the counselling sessions provided by healthcare providers during antenatal care visits \[[@CR28], [@CR53], [@CR65]\]. The finding was consistent with other studies \[[@CR8], [@CR28], [@CR42], [@CR44], [@CR53], [@CR59]--[@CR62]\] conducted in several countries.

The study revealed that the babies from rich families were more likely to be breastfed within 1 hour after birth compared to babies from poor families. This may happen due to the fact that rich women may be educated or may access to mass media so that they can understand the benefits of breastfeeding practices. Again, poor women may not have sufficient money to go to health facilities or health centers for taking health care or antenatal care during pregnancy. The studies conducted in Nigeria \[[@CR39], [@CR49]\], Indonesia \[[@CR63]\], India \[[@CR30]\] and Jordan \[[@CR64]\] have found similar significant association of wealth index with early breastfeeding.

Mothers who had access to mass media like radio, television, newspaper or magazine were more likely to initiate early breastfeeding than their counterparts. This is because health promotion messages regarding breastfeeding may help mothers to improve their breastfeeding knowledge and practices. A similar finding was seen in Ethiopia \[[@CR65]\].

Division, administrative regions of Bangladesh, showed the significant association with early breastfeeding. This could be due to regional differences in breastfeeding practices or in access to health information and health facilities and in what has been said in local media.

Since the study was retrospective, the results obtained in this study may be influenced by recall bias. In some studies, traditional belief was found to have significant association with the EIBF; which has not been included in this study as this variable is not available in BDHS data. Results of this paper do not demonstrate a cause-effect relationship since data used were cross-sectional.

Conclusion {#Sec10}
==========

An increasing trend of EIBF was found in Bangladesh. At present, despite the known benefits of EIBF within 1 hour of birth, only about 51% of mothers initiate breastfeeding within the mentioned time. The factors associated with EIBF were the survey time, gender, education of parents, wanted index child, mode of delivery, antenatal care visits, wealth index, exposure to media and division. An important finding is that the gender inequality in EIBF has diminished and equal preference is currently given for both male and female newborns in families to initiate breastfeeding early. This indicates that Bangladesh has already achieved the SDG 5 goal regarding EIBF. Therefore, it is recommended that the socio-economic and demographic factors influencing the EIBF should be taken into account in any intervention program in order to increase EIBF practices among mothers so that Bangladesh can move from "good state" to "very good state" in terms of EIBF.
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